Ruptured Thoracic Aortic Aneurysm from Listeria Monocytogenes Aortitis: A Sentinel Case  by Barkhordarian, S. et al.
SHORT REPORT* Correspond
ant Professor
Medical Scho
486 Silver Sp
E-mail address
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S. Barkhordarian,* A. Harris and R. PattersonDepartment of Surgery, Brown Medical School, Providence, RI, USAWe present a case of a ruptured thoracic aortic aneurysm from Listeria Monocytogenes aortitis. A contained ruptured
saccular thoracic aortic aneurysm was diagnosed on MRA in an elderly male with hemoptysis. He underwent a successful
surgical repair. L. Monocytogenes is a food borne Gram-positive bacillus, usually associated with gastroenteritis. Our
patient had a recent upper and lower endoscopy with possible simultaneous aortic cross contamination and secondary
seeding.Keywords: Thoracic aortic aneurysm; Listeria monocytogenes; Aortitis.Introduction
We are presenting a case of a ruptured thoracic aortic
aneurysm from Listeria Monocytogenes aortitis. An
elderly male with stable hemodynamics and hemop-
tysis was diagnosed with a contained ruptured
saccular thoracic aortic aneurysm on MRA. He under-
went a successful surgical repair.
L. Monocytogenes is a food borne Gram-positive
bacillus that is usually associated with gastroenteritis.
Our patient had a recent upper and lower endoscopy
with possible simultaneous aortic cross contamination
and secondary seeding.Report
An 83-year-old male presented to our emergency room
with 1 day of episodic hemoptysis. He had no back or
abdominal pain, fever, systemic symptoms or other
associated complaints.
Three months before this presentation, he had
upper gastrointestinal bleeding treated with success-
ful cauterization of a gastric arteriovenousing author. Siamak Barkhordarian MD, Clinical Assist-
of Surgery, Department of Vascular Surgery, Brown
ol, Miriam Hospital, Providence Surgical Care Group,
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colonoscopy and polypectomy.
He was hemodynamically stable, afebrile with an
unremarkable cardiopulmonary and abdominal exam-
ination and palpable pedal pulses.
His hemoglobin was 9.6 g/dl, white blood cell
count 5000 mmK3 and his creatinine was 1.8 mg/dl.
Upright chest X-ray revealed a mass in his posterior
mediastinum, with no effusions or adenopathy. Pre-
vious chest X-rays were normal until 3 months prior to
his presentation where smaller posterior mediastinal
opacity was also visualized and further evaluations
were recommended, but not performed.
A chest CT scan (Fig. 1) demonstrated a focal mid-
descending thoracic aortic aneurysm. However, an
alternative diagnosis of a primary lung cancer with
aortic invasion was initially suggested by the non-
contrast study. Given his hemodynamic stability, a
MRA of his thoracic aorta was performed (Fig. 2). This
clearly revealed a saccular 7 cm mid-descending
thoracic aortic aneurysm with focal periarotic strand-
ing and a possible contained leak. The patient was
immediately taken to the operating room for repair of
his thoracic aortic aneurysm and potential aorto-
pulmonary fistula.
A double lumen endotrachial tube was placed and
bronchoscopy performed, revealing only a small
amount of blood in his left main stem bronchus. AEJVES Extra 9, 78–81 (2005)
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Fig. 1. Chest CT scan confirming a periaortic process at the
mid descending thoracic aorta with wall distruption and
peripneumonic inflammation. Intravenous contrast was not
used given his renal compromise.
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placed as well as hemodynamic monitoring lines. The
chest was opened through a left sixth intercostal space
posterolateral thoracotomy with no evidence of
hemothorax. The left upper lobe was encasing the
thoracic aortic aneurysm. Circumferential proximal
and distal control was established, and the upper lobe,
whichwas very adherent to the aneurysm,was elevated
revealing a contained rupturedof themid thoracic aorta.
The entire inflammatory sac of the aneurysm and its
thrombus were resected and cultured, and the defect
repaired with a 20 mm Hemashield Dacron interposi-
tion tube graft, with a 25 min total aortic cross clamp
time. There were no pulmonary lesions identified, and
the aneurysm had locally eroded into the lung parench-
yma. He had an uneventful recovery and was dis-
charged home on POD 7.
Although the intra-operative Gram’s-stain was
negative, aortic wall cultures grew L. Monocytogenes
on several samples, sensitive to quinolones. Histologi-
cal confirmation of Gram-positive bacilli were made in
the aortic intima as well as media.
His surveillance blood cultures remained negative
and he will be kept on oral quinolones indefinitely.Discussion
There are few reported cases of aneurysms infected
with Listeria in the world literature.1,2 To ourknowledge, this is the first case report in the English
literature of a ruptured thoracic aortic aneurysm
secondary to L. Monocytogenes aortitis.
L. Monocytogenes is a food borne3 Gram-positive
bacillus that usually occurs in immunosuppressed
individuals. The bacteria have a group of genes, which
allows invasion, survival, multiplication and mobility
in intracellular environments. It resides in soil,
vegetation and faeces, as a facultative intracellular
Gram-positive small rod, aerobic and facultative
anaerobic. Due to the ubiquity of the organism,
outbreaks and sporadic disease continue to occur.
The standard antibiotic therapy for listeriosis is a
combination of ampicillin and gentamicin or trime-
throprim-sulfamethazole. Vancomycin and erythro-
mycin are generally accepted substitutes.4 Our patient
developed a rash with ampicillin and he was allergic
to sulfa products. Quinolones were chosen because
they were efficacious as proven by susceptibility
testing and available in oral dosing.
Aortitis occurs when bacteria seed already diseased
or aneurysmal arteries. Listeria is associated with
gastroenteritis and less frequently colonizes the GI
tract in healthy individuals.5 The patient’s endoscopy
may have been the inciting event in his infection with
transient bacteremia and secondary aortic contami-
nation. The resulting aortitis most likely resulted in
this patient’s aortic expansion and contained rupture.
As with any infectious aortitis, adequate aortic
resection and restoration of flow through a graft is the
most appropriate approach. With no evidence of gross
infection or florid sepsis, an in situ Dacron or
polytetrafluorethylene graft can be safely used.6–9
Extra-anatomic bypass or use of autogenous graft
could be alternatively used in case of gross inflamma-
tory contaminations.10 Antibiotic coverage is standard
for all cases, but there is no consensus on duration of
therapy, ranging from short-course (2 weeks) to life-
long coverage.8
In ruptured aortic syndromes, the etiology has
uniformly been due to an expanding fusiform or rarely
a saccular aneurysmal degeneration of the aortic
wall.11 In a hemodynamically stable patient with
possible aortitis and aortic aneurysm, the controversy
remains at the extent and type of preoperative
diagnostic imaging prior to surgical intervention. CT
scan as well as MRA (magnetic resonance imaging)
has excellent yields in diagnosing infectious aortitis as
well as inflammatory aneurysmal formations.12 Peri-
aortic stranding as well as saccular configurations with
elevated ESR (erythrocyte sedimentation rate) and
fever with leucocytosis present a conundrum of
warning signs for mycotic aneurysms. WBC (whiteEJVES Extra Vol 9, April 2005
Fig. 2. Thoracic MRA revealing a clear saccular mid-descending thoracic aortic aneurysm with a local contained leak and
periaortic inflammation.
S. Barkhordarian et al.80blood cell) nuclear tag scan have modest sensitivity in
diagnosing aortitis.
The role of endovascular exclusion of such mycotic
aneurysms provides a dilemma, in particular with a
potential infectious pathophysiology. Although there
are reports of such successful exclusions. The long
term infectious-free survival remains unknown.13
Mycotic aneurysms tend to occur more frequently
in saccular sections and the current recommended
therapy is an immediate surgical reconstruction with
an in situ graft after extensive aortic debridement
followed by long term antibiotic therapy.References
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